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al drug for the treatment of patients with refractory vasople-
gia after CPB. Further research, of course, is needed.
Sebastian Pagni, MD
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Notes about axillary cannulation
To the Editor:
We read with interest the comments1,2 on our article about
axillary cannulation for type A aortic dissection,3 and we are
honored by the attention paid to our work.
Since August 1998, axillary cannulation has been used in
13 more patients with type A aortic dissection in our institu-
tion. The axilla has now become our site of choice for arteri-
al perfusion. No brachial plexus injury has been recorded and
no lesion of the axillary artery has occurred. These results
emphasize that direct cannulation is safe when a lateral
approach is used, as well. Moreover, in the past 5 years, we
have performed this lateral vascular access in more than 130
axillo-femoral bypass procedures for peripheral disease with-
out local complications.
We fully agree that the graft interposition technique offers
important advantages in terms of systemic pressure monitoring
and decannulation. However, direct cannulation is more expedi-
tious, an advantage in patients with type A aortic dissection.
Furthermore, it is more difficult to evacuate air from the graft
than from the cannula, and this may be disadvantageous.
Another point of controversy is that the choice of the left axil-
lary artery, instead of the right, precludes the use of this route for
elective cerebral protection. Besides our shared apprehension
about manipulating the innominate artery, another m'\ior concern
remains that of embolization at the beginning of perfusion, which
can be avoided if the left axillary artery is used.
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To assess this point, we have performed transcranial
Doppler monitoring of the bilateral middle cerebral arteries
in 6 patients treated for acute type A aortic dissection. Three
of them received right axillary cannulation and 3 left axillary
cannulation. Although none of the patients had clinically
detectable consequences, microembolic signals were detect-
ed at the beginning of the perfusion in all patients having
right axillary cannulation, whereas no signal was detected in
the 3 patients with left axillary cannulation.
We have encountered only one difficulty with axillary artery
cannulation that does not occur with femoral artery cannulation.
During total aortic arch replacement for type A aortic dissec-
tion, at the moment of circulatory arrest, the descending aorta
tends to empty. We cannot fill the aorta and the graft retro-
gradely, as we can with femoral artery cannulation. Therefore,
once the anastomosis of the button containing the supra-aortic
branches has been completed, we have too much air to evacu-
ate. From this viewpoint, we agree that right axillary artery can-
nulation provides a theoretical advantage over left axillary
artery cannulation by allowing retrograde washing of air bub-
bles through the common carotid, innominate, and even left
subclavian arteries through the vertebral-basilar system.
Eugenio Neri, MD
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Istituta di Chirurgia Cardiovascolare
Universita agli Studi di Siena
Policlinico Ie Scotte
Viale M. Bracci
53100 Siena, Italy
REFERENCES
1. Neri E, Massetti M, Capannini G, Carone E, Tucci E, Diciolla F,
et al. Axillary artery cannulation in type A aortic dissection oper-
ations. J Thorac Cardiovasc Surg 1999;118:324-9.
2. Gillinov AM, Sabik JF, Lytle BW, Cosgrove DM. Axillary artery
cannulation [letter]. J Thorac Cardiovasc Surg 1999;118:1153.
3. Baribeau YR, Westbrook BM, Charlesworth DC. Axillary cannu-
lation: first choice for extra-aortic cannulation and brain protec-
tion [letter]. J Thorac Cardiovasc Surg 1999; 118: 1153.
1218/106032
doi: 10.1067Imtc.2000.106032
Is neck or chest anastomosis preferable during
esophageal resection?
To the Editor:
We read with great interest the article by Johansson and
associates titled "Pharyngeal Reflux After Gastric Pull-up
Esophagectomy With Neck and Chest Anastomoses.'" This
topic is important, controversial, and difficult to study, and
the authors are to be commended for addressing it.
The study design is flawed. It is not clear whether the
groups are similar in tumor stage, demographics, and other
variables that could influence pharyngeal reflux. The type
and complexity of the resections are not specified.
Reconstructions are atypical and variable. No gastric drain-
age procedures were performed; thus the occurrence of
gastric retention, reflux, and reflux-related complications
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may have been increased. Construction of the gastric tubes
varied between the two groups, with additional staplings in
the thoracic group. This additional gastric resection result-
ed in smaller gastric remnants in the thoracic group.
Equivalent anastomotic techniques were not used in the
chest and neck. The occurrence of anastomotic complica-
tions, types of complications, and associated morbidity
were not addressed.
The pH measurements may be inaccurate if the pH probe
was positioned with endoscopic verification during only the
initial measurement. Since esophageal pH measurements in
the cervical group were obtained at a mean of 3.6 cm closer
to the neo-gastroesophageal junction than in those with tho-
racic anastomoses, imprecision in pH probe placement at
later study times could account both for the large variability
in pH measurements and the perceived increase in acid expo-
sure over time.
Although Johansson and associates imply that cervical
anastomoses are inferior to thoracic anastomoses, their
results do not support this conclusion. The wide confidence
intervals of the groups overlap in all variables assessed; sta-
tistically, the groups are equivalent. The statistical analysis
demonstrates only that the patterns of reflux are different. It
does not directly demonstrate a difference in pharyngeal acid
exposure between the groups. In addition, the trend was
toward fewer anastomotic strictures, fewer dilations, and
decreased occurrence and severity of esophagitis in the
patients undergoing a cervical anastomosis. At I year, none
of the patients with a cervical anastomosis had these prob-
lems. Symptomatic complaints were also less common in the
cervical group at I year.
The data of Johansson and associates suggest compara-
ble or superior results after cervical anastomosis.
Combined with previously documented advantages of cer-
vical anastomosis (minimal mortality with anastomotic
leak, avoidance of thoracotomy with transhiatal approach),
these results support cervical anastomosis during
esophageal reconstruction as the preferred method for
restoration of esophagogastric continuity.
R. Thomas Temes, MD
Thomas W Rice, MD
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Reply to the Editor:
We appreciate the interest expressed by Temes and his col-
leagues in our article about neck and chest anastomoses after
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gastric pull-up esophagectomy. The question whether the
anastomoses should be performed in the neck or chest is
indeed an important issue-perhaps one of the most impor-
tant to elucidate.
This study addresses the question whether anastomoses in
the apex of the right side of the chest or in the neck differ in
terms of pharyngeal reflux measured by serial pH studies in
the same patients during the first postoperative year. All
patients, whether they were operated on for palliation or for
cure, had a standardized approach that included laparotomy,
right posterolateral thoracotomy, and, for patients with neck
anastomoses, a neck exploration. The gastric tube, tailored to
approximately 5 cm in diameter, was prepared in the same
way for neck and chest anastomoses and never included
pyloroplasty. The only difference between the two recon-
structions was that the tube was 3.6 cm longer in patients
with neck anastomoses than in those with chest anastomoses.
All chest anastomoses were performed with a circular sta-
pling device in the apex of the right side of the chest, and all
neck anastomoses were hand sutured in a standardized way.
The high failure rate of attempted stapled anastomoses in the
neck in the only randomized studyl so far addressing the sub-
ject of neck or chest anastomoses, along with the fact that
cervical anastomoses can easily be performed manually in a
highly standardized way, made us choose this technique for
the anastomoses in the neck. Furthermore, we wanted to
resect as much of the thoracic esophagus as possible in
patients with anastomoses in the chest. For this reason, we
used the circular stapling device with a detachable head for
these anastomoses. In fact, the detachable head is a prerequi-
site for an esophagogastric anastomosis when there are only
a couple of centimeters of free esophagus at the apex of the
chest. This and the fact that most surgeons prefer to staple
high thoracic anastomoses2 became decisive for us concern-
ing the type of thoracic anastomoses to perform in the study.
Postoperatively, no clinically or radiologically detected
anastomotic leaks were found. For patients with neck anasto-
moses, the median age was 72 years (range 53-80 years) and
the median hospital stay 14 days (8-68 days). Two patients
had tumors in the proximal esophagus, 8 in the middle, and
10 patients in the distal esophagus. Three patients had tumor
stage I, 6 had stage II, and II had stage III-IV. The median
age of patients with chest anastomoses was 64 years (range
53-82 years, P = .146) and the median hospital stay 14 days
(8-68 days, P = .639). Nine patients had tumors in the middle
esophagus and 18 in the distal esophagus. One patient had
tumor stage I, 5 had stage II, and 21 patients had stage III-IV.
None of the studied patients had any malignant anastomotic
recurrence or any pyloric stricture at follow-up. Three months
after the operation, benign and endoscopically dilated stric-
tures were equally distributed between neck and chest anas-
tomoses, but no such lesions were detected later than 3
months except in one patient with a chest anastomosis, in
whom a stricture was identified at 12 months.
Irrespective of anastomotic site, both the proximal and the
distal pH probes were placed in relation to the cricopharyngeal
muscle, which in turn was determined by esophageal manom-
